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SUMMARY: APPLICABLE STATUTES AND RULES: 
Complaint Received at Board Office: 10/16/20 Laws as Amended August 2018 
Committee Discussion: 4/6/21 (Lime Green); Rules as Revised 
Board IIR: 5/19/21 September 2013 (Yellow) 


On June 19, 2020, “Ogg” a 14-year-old male Pomeranian was presented to 1* Pet 
Veterinary Centers after two day history of collapsing. The dog had multiple medical issues 
and was under the care of an internal medicine specialist and neurologist. 

Diagnostics were conducted; it was initially suspected the dog had IMHA and a blood 
transfusion was eventually performed at BluePeanl. 

The dog continued to decline, was evaluated and hospitalized for care and treatment at 
15" Pet Veterinary Centers for possible seizures. The dog was obtunded and worsened despite 
treatment. All of the dog’s care providers were concerned with the dog's prognosis and 
quality of lite due to the dog's mental status not returning. 

On June 26, 2020, Complainants elected to humanely euthanize the dog. 


Complainants were noticed and appeared telephonically with attorney, Kyle O’Dwyer. 
Respondent was noticed and appeared telephonically. Attorney David Stoll appeared. 
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The Committee reviewed medical records, testimony, and other documentation as described below: 


e Complainant(s) narrative: Frederick Milens/Ashanna Biliter 
e Respondent(s) narrative/medical record: Carmen Yeamans McGee, DVM 
e Consulting Veterinarian(s} narrative/medical records: Jill Patt, DVM 


PROPOSED ‘FINDINGS of FACT’: 


With respect to Dr. Yeamans, Complainants allege she failed to become proactively 
involved in the dog's care unless the dog would have a seizure and was heavily sedated, 
thus resulting in an inaccurate diagnoses and improper treatment. Addifionally, 
Complainants felt that Dr. Yeamans prescribed diazepam in rectal syringes that were too 
large for the dog causing the dog to vocalize in pain. Additionally, Complainants allege that 
Dr. Yeamans laughed at the suggestion of faking the dog fo another facility for care towards 


the end of the dog’s life. 


There were also concerns with Dr. Yeamans failure to adjust the dog’s medications after the 
phenobarbital was discontinued and liver function returned to normal. Furthermore, the 
zonisamide that Dr. Yeamans prescribed could have triggered the medical issue that led to 
the dog's death. 


1. Dr. Schnier stated that he had worked with the complainants since the fall of 2018 as an 
internal medicine specialist. At that time, the dog was evaluated at VETMED where he was 
diagnosed with a pheochromocytoma involving his left adrenal gland. The 
pheochromocytoma was resected by a surgeon at UC Davis in December 2018. Dr. Schnier 
continued to work with the dog and his owners since that time and had re-evaluated the 
dog numerous times at VETMED and later at BluePearl. 


2. Dr. Yeamans stated in her narrative that the dog had been under her premises's care for 
progressive seizure disorder and suspected meningoencephalitis of unknown origin since 
November 2019. 


3. On June 19, 2020, Friday, (approx. 4:30em) the dog was presented to Dr. Meredith at 1° 
Pet Veterinary Centers after collapsing. The dog had a history of multiple medical issues and 
had been on a combination of seizure medication. Complainants reported that the dog laid 
lateral in the yard and had turned his head to the side. The dog also had two previous 
episodes at home that started the night before. There was also an episode that happed 
later in the day where the dog had urinated on himself and turned pale. Upon exam, Dr. 
Meredith noted the dog was responsive, had muddy gums and breathing difficulties. The 
dog's neurological exam was abnormal - non menace response in either eye. The dog's 
heart rate was low and lungs harsh. An IV catheter was placed and the dog was put in an 
oxygen chamber. 


4, On intake the dog had a respiration rate = 30rom, white mucous membranes, pulse rate = 
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80bpm (the minutes later 150bpm); temperature = unable to obtain. After being placed in 
the oxygen chamber, ECG revealed a normal rhythm and rate, as well as normal blood 
pressure. Once the dog had received oxygen therapy, blood was collected for testing and 
thoracic radiographs were performed. 


5. Radiographs revealed a mildly enlarged heart with a bronchial pattern worse in the left 
lung fields, soondylosis, and aeophagia. The radiology report noted collapse of the left 
bronchius, enlarged liver, and some abnormal gastric contents. Blood work revealed anemia 
(PCT — 22%, RBC — 2.47), and a saline agglutination test was run and there was a concern for 
agglutination. 


6. Dr. Meredith discussed the abnormal findings with Complainants. Complainants advised 
Dr. Meredith that the dog had kidney disease as well as a leff sided stroke and absent 
menace of the right eye. Dr. Meredith relayed the possibility of immune mediated hemolytic 
anemia (IMHA) due to the anemia and elevated WBC - she felt that primary IMHA was 
Unlikely due the dog's age, and secondary IMHA could be related to an underlying 
infection, medications, cancer, and other. Dr. Meredith also expressed concern for 
pulmonary thromboembolism (PTE), considering the dog's history of stroke and oxygen 
dependence. 


7. Dr. Meredith discussed at length possible underlying causes, and that they could treat with 
steroids, antibiotics, and oxygen at that time. They would continue to monitor the dog's 
response. Due to the dog's myriad of other health issues, the dog's prognosis was guarded 
to poor, and Complainants were advised that if the dog continued to have issues, they may 
need to discuss the dog's quality of life. Complainants understood and approved the plan 
for hospitalization. The dog was hospitalized on IV fluids 8.8mLs/hr (unclear on type). 


8. At 7:00om, Dr. Meredith's associate, Dr. Deer, took over the care of the dog. Dr. Deer 
stated in her narrative that dog had an extensive history of hydrocephalus, seizures, Chiarai 
malformation, syringomyelia, medially luxating patellas, hypertension, hypothyroidism, 
collapsing trachea, IVDD, a surgically removed pheochromocytoma a few years prior, and 
a suspected fractured right thoracic limb (prior to adoption of the dog). The dog had 
elevated renal values that have been identified by the regular veterinarian earlier in the 
year. The night before presentation the dog had a seizure with collapse and white mucous 
membranes. The dog had been unable to stand which was normal for him as he had not 
been ambulatory for some time. 


9. After Dr. Deer reviewed Dr. Meredith's findings (blood work and radiograph results}, she 
examined the dog and found a weight = 3.4kg, a temperature = 98.2 degrees, a heart rate = 
170bpm and a respiration rate = 40rom; pale mucous membranes. Dr. Deer stated the dog 
was quiet, alert, and responsive; although the dog became tachypneic during the exam but 
was not in respiratory distress. The dog was non-ambulatory and Dr. Deer did not perform a 
full neurologic exam due to the dog needing to be in the oxygen chamber. The dog was 
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offered food and water - ate well - and was medicated with prednisone, zonisamide, 
levothyroxine, imepitoin, flowvent, and felmisartan at 8om. 


10. That evening, dog was also administered Ampicillin, levetiracetam and dexamethasone 
sodium phosphate IV. 


11. In the early morning, blood work was repeated. When removed from the oxygen kennel 
the dog would become stressed therefore the dog remained on oxygen. Blood work 
revealed PCV 20% and Dr. Deer contacted Complainants. She relayed the worsening 
anemia and the differential diagnosis of IMHA and causes. Complainants asked if the 
zonisamide or phenobarbital could be the cause — Dr. Deer thought it was unlikely but they 
could try tapering zonisamide if recommended by the neurologist, but the dog would at risk 
for continued seizures. Additionally, stopping the zonisamide would not slow the IMHA if that 
was the cause. Due to the worsening anemia, blood transfusion was discussed as a possibility 
as well as the dog's quality of life and humane euthanasia. Complainants were not 
interested in humane euthanasia at that time. 


12. Complainant requested Dr. Deer reach out to Dr. Schnier — internal medicine at BluePearl 
Avondale - and Dr. Yeamans — neurologist at ANIC - to discuss next steps. Dr. Deer explained 
that she would not be able to get ahold of either of them at that time (lam) but she would 
call BluePearl to update them. Within the hour, Dr. Deer called BluePearl to advise the dog 
was currently being hospitalized with them and to let Dr. Schnier know that Complainants 
were interested in consulting with him. 


13. On June 20, 2020, at approximately 6:30am, Dr. Deer contacted Complainants with an 
update on the dog. She advised that the dog was still on oxygen therapy and that she had 
reached out to BluePearl to let them know the dog was hospitalized with them. If was 
unlikely they would get a consult on the weekend, but they would let Dr. Schnier know. Dr. 
Deer discussed the plan of potentially lowering the zonisamide and that the blood work was 
partially consistent with IMHA but was not the definitive diagnosis. Shortly after the call, tne 
dog’s care was transferred to Dr. Meredith. 


14. At 8:00am, the dog was medicated with the owner's medication and Dr. Meredith 
continued supportive care for the dog throughout the day. 


15. At 11:00am the dog had a PCV = 22% and at 3:00pm the dog had a PCV at 23%. 
Attempts were made to wean the dog off oxygen throughout the day. Complainants visited 
the dog and elected to take the dog home as he appeared more relaxed while with them. 
Dr. Meredith recommended Complainants keep their previously scheduled appointment 
with Dr. Schnier on Monday. The dog was discharged to Complainants. 


16. On June 21, 2020, at 4:00am, the dog presented to Dr. Deer at 1 Pet Veterinary Centers 
due to another episode of collapse. Complainants reported that they took the dog outside 
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where he collapsed, was pale and non-responsive. According to Dr. Deer, she evaluated 
the dog — he was QAR, unable to ambulate, was tachypnic, and had mild to moderate 
increased abdominal effort with an increase in bronchovesicular sounds in all lungs. The dog 
had a PCV — 22% consistent with the last reading the previous day. Could not locate the 
medical record for this day. 


17. Dr. Deer spoke with Complainants and discussed that the dog appeared to be back to 
the same condition he was the previous day. They discussed causes of the dog’s collapse 
and hospitalization for care until the evaluation at BluePearl. They further discussed a 
cardiology consult to evaluate pulmonary hypertension and if there was cardiac issues. 
Complainants were interested in the cardiology consult. Since it was Sunday at 4am, Dr. 
Deer explained that it was unlikely they could secure a consult right away. The dog was 
given back to Complainants to wait in the car while Dr. Deer reached out to specialists. 


18. Dr. Deer reached out to Dr. Church — he was out of town; she contacted VETMED and 
was advised that an echocardiogram and cardiology consult was unlikely on Sunday or 
Monday. Dr. Deer reported her unsuccessful attempts to find a cardiology consult for 
Complainants and recommended follow up care at VETMED until the cardiologist could 
evaluate the dog. Complainants elected to take the dog home and monitor him. 


19. Complainants called BluePearl to advise the dog was being seen at 1%! Pet Veterinary 
Centers in Mesa and asked if Dr. Schnier could call and discuss the dog’s care with the vets 
at 1s Pet Veterinary Centers. BluePearl staff advised Complainants that Dr. Schnier was not 
on-call but they would text Dr. Schnier and let him know the issues the dog was having. 
However, the dog issues were new and Dr. Schnier would not be able to provide any 
information other than the dog's history. BluePearl staff would call 1% Pet Veterinary Centers 
to discuss. 


20. BluePearl staff called 15 Pet Veterinary Centers and spoke with Dr. Deer. She was advised 
that Dr. Schnier was not on call all the time but would be texted to update him on the dog. 
Dr. Deer reported that the dog had been presented a few days ago and it was 
recommended Complainants follow up with an internal medicine doctor which was not 
done — however the dog would be seen on Monday. Dr. Deer further stated that 
Complainants were having difficulty understanding that it might be time. 


21. Complainants stated that Dr. Deer did not inform them of her opinion at that time. If she 
had, they would have had sought out a different provider. 


22. At 7:000m that evening, Dr. Deer returned to work. She had a message from 
Complainants; she returned the call and was told that the dog was okay but sedate. They 
were unsure if the dog was sedate due to the illness or the medications — the dog was resting 
well and eating and drinking. 
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23. On June 22, 2020, the dog was presented to Dr. Schnier for evaluation. Dr. Schnier 
reviewed the dog's diagnosis/problem list: 


a. Hind limb neuropathy/myopathy; 

b. Pheochromocytoma; 

c. Tracheal Collapse at level of mainstem bronchus and intrathoracic: 
d. Spondylosis Deformans Multilevel — cervical — sever, LS — mild; 

e. Hydrocephalus — congenital COMS: 

f. Patella luxation bilateral: 

g. Previous right front leg trauma with resultant valgus deformity; 

h. History of seizures with recent onset of grand mal and focal seizures; 
i. Intermittent hyoonatremia/hypochioremia/hyperkalemia; 

j. Hypothyroid; 

k. Proteinuria; 

|. Cortical blindness OD; 

m. History of hyoertension — now borderline hypotensive; 

n. Recent onset of lethargy, intermittent collapse and vomiting; 

o. Elevated Spec cPI consistent with pancreatitis; 

op. New onset of severe non-regenerative anemia; 

q. Leukocytosis with a mild left shift; 

r. Concern for pulmonary hypertension; and 

s. Generalized poor lung inflation. 


24. Dr. Schnier reviewed the dog's recent history of collapse and apnea. He was treated at 
1st Pet Veterinary Centers and severe non-regenerative anemia was identified. The dog had 
been hospitalized for diagnostics and treatment. No blood transfusion was performed at that 
time. After discharge, the dog had another episode of collapse with a period of apnea. Dr. 
Schnier mentioned that the dog may have experienced a mild seizure following one of his 
episodes — Complainants reported that the dog had been experiencing seizures every 5 - 6 
weeks. Previous seizure was in May and the last cluster seizure occurred in March. The dog 
was on the following medications: 

Imepitoin; 

Levetiracetam; 

Zonisamide; 

Prednisone; 

Omeprazole; 

Levothyroxine; 

Telmisartan; 

Amlodipine; 

FloVent; 

Denamarin; 

Clavacillin; 

Hydrocodone; 
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m. Entyce; and 
n. Diazepam rectal gel. 


25. Dr. Schnier examined the dog (W-3.5kg, T-103.2, P-120, R-90}; he noted that the dog was 
subdued but responsive. He was unable to walk in the hospital and demonstrated difficulty 
standing — carpal valgus was noted, mostly in the right forelimb. The hind limbs contracted 
forward. Mucous membranes were pink and a soft grade Il/VI left systolic murmur was 
suspected on auscultation with a sinus arrhythmia. Lungs ausculted clear in all fields although 
intermittent episodes of panting and tachypnea were noted with increased respiratory effort 
at times. 


26. Dr. Schnier performed radiographs and an ultrasound on the dog. Radiographs revealed 
generalized poor lung inflation consistent with recumbency and possibly exacerbated by 
concurrent tracheal collapse. Associated right cranial atelectasis. Concurrent mild diffuse 
tracheobronchitis and mild right cranial pneumonia were possible. There was a nonspecific 
hepatopathy which could be associated with any infiltrative process. Elbow arthritis, Patella 
luxation, and multifocal cervical and thoracolumbar IVDD. 


27. Abdominal ultrasound revealed: 

Mild to moderate hepatomegaly was noted with hyperechoic parenchyma. The hepatic 
changes were suspected fo represent a vacuolar hepatopathy. This could have been 
associated with chronic prednisone administration or possibly, underlying 
endocrine/metabolic disease. Bilateral renal changes were noted, consistent with chronic 
kidney disease. Renal size appeared to be stable. Two small non-deforming hypoechoic 
nodules were noted. The splenic nodules appeared to be consistent with a benign process. 
No abnormalities were noted to account for the dog's signs of anemia. Primary differentials 
include gastrointestinal blood loss vs hemolytic anemia. 


28. Blood work and a urinalysis were performed. PCV = 23%; HCT = 17.8%; Cardiopet NT - 
proBNP -2407; fecal occult blood test — positive. 


29. The dog was administered the following: 
a. Oxygen therapy; 
pb. lron dextran; 
c. Cobalamin; and 
d. LRS SQ; 


30. Dr. Schnier discussed hospitalization and packed red blood cell transfusion with 
Complainants. Complainants wanted to avoid a transfusion at that time, however, a follow 
Up appointment to have the dog’s PCV rechecked on June 24'> was scheduled. The dog 
was discharged with instructions for Complainants to monitor the dog and continue current 
medications but discontinue telmisartan and amolodipine. Complainants were to feed the 
dog a low-fat diet. Detailed discharge instructions were provided to Complainants with the 
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dog's diagnostic results. An echocardiogram with a cardiologist was recommended and if 
the follow up blood work revealed progressive anemia, a blood transfusion could be 
warranted. 


31. On June 23, 2020, the dog was presented to Dr. Matthews at VETMED for an 
echocardiogram. The echo revealed left ventricular hypertrophy, mild valve insufficiency 
and moderate pulmonary hypertension. 


32. On June 24, 2020, the dog was presented to Dr. Schnier for a recheck. Upon exam, the 
dog had a weight = 3.4kg, a temperature = 101 degrees, a pulse rate = 132bem and a 
respiration rate = 90bpm. The rest of the exam was noted to be the same as the June 22"¢ 
exam. PCV = 17%; TS — 6.2. Dr. Schnier discussed the blood results with Complainants and 
recommended a blood transfusion as the dog's anemia had progressed since 6/22. The 
dog would be hospitalized for the transfusion and if no complications occurred the dog 
would be discharged later that day. 


33. The dog was hospitalized for the blood transfusion. No complications had occurred and 
the dog was discharged later that evening. During the hospitalization, the dog was also 
administered: 

Sucralfate; 

Levetiracetam; 

Denamarin; 

Orbax; 

Dex SP; 

Cyclosporine; and 

g. Clopidogrel. 
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34. Discharge instructions were provided which were also discussed with Complainants. They 
stated that Dr. Yeamans was contacted regarding the dog's condition - she indicated that 
the zonisamide could have possibly triggered the dog's anemia and that it would be 
reasonably safe to discontinue zonisamide at this time. However, phenobarbital may need 
to be restarted if recurrent seizure activity was noted. The dog's fecal occult test was positive 
indicating a possibility of gastrointestinal bleeding; however, melena and GI signs would be 
expected with the dog's current level of anemia if GI bleeding was responsible for the dog's 
signs. A recheck PCV and blood pressure was recommended on June 26! or sooner if the 
dog was not doing well. Discharge instructions included a medication table that noted the 
recent changes to the dog's medications. 


35. Dr. Schnier stated in his narrative that prior to discharge of the animal, he advised 
Complainants that BluePearl was staffed 24 hours a day with veterinarians and staff and they 
could call anytime with questions or concerns. If the call was outside normal business hours, 
they would speak with ER department staff. Dr. Schnier stated that he did not indicate that 
he would personally be in the hospital or available 24 hours to speak with Complainants 
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directly. However, Dr. Schnier stated that he typically can be contacted by BluePearl staff by 
phone outside of his normal hours. 


36. Later that evening, at 9:400m, the dog was presented to Dr. Deer due to a suspected 
seizure. The dog presented obtunded and minimally responsive. Complainants reported that 
the dog had a seizure at home and therefore rectal diazepam was administered. Upon 
exam, the dog had a weight = 3.3kg, a temperature = 104.2 degrees, a heart rate = 150bpm 
and a respiration rate = > 6Orom. Dr. Deer noted the dog appeared dehydrated based on 
tacky mucous membranes and prolonged skin fenting. The gums were pale and scant 
hematochezia was noted on the thermomeier. An IV catheter was placed; the dog was 
started on Normosol - R fluids and placed on oxygen while Dr. Deer spoke with 
Complainants. 


37. Dr. Deer stated in her narrative that she was frank with Complainants and expressed 
concerns about the chances of the dog surviving the night. Complainants felt the dog still 
had some fight left in him and approved overnight care. The dog was started on injectable 
levetiracetam since the dog was too obtunded to eat/swallow — oral medications were 
placed on the dog's treatment sheet with strict instructions fo consult with the attending 
veterinarians prior to administration due to his obtunded status and high risk of choking. The 
dog's oral medications were not administered during her shiff due to the dog being too 
obtunded to eat. Keppra and pantoprazole were given to the dog IV. 


38. The dog remained obtunded throughout the night but the elevated temperature 
resolved with IV fluids and supportive care. Food was not offered as the dog was too 
obtunded to swallow. 


39. At 12:44am (6/25), Complainants were updated and advised that there were no further 
seizures, the dog was in still in oxygen and critical. They asked about the dog's current PCV — 
Dr. Deer explained that the dog was not stable enough to remove from oxygen and collect 
a blood sample, which could put the dog at risk for another respiratory episode. While 
monitoring the PCV was important, Dr. Deer did not want to worsen the dog's condition. 


40. At 5:00am, the dog appeared more sedate that previously — blood pressure was too low 
to read on the Doppler and his heart rate dropped to 70. Three doses of bolus fluids were 
administered which brought the dog's blood pressure up — the dog's PCV = 49%; TP = 5. 


41. At 6:24am, Dr. Deer called Complainants when she felt the dog was stable enough to 
step away. She discussed the dog's episode of hypotension, bradycardia and the use of IV 
fluids. Dr. Deer relayed that there was a delicate balance of fluid overload due to the dog 
being diagnosed with pulmonary hypertension and mitral valve regurgitation recenily. 
Additionally, the dog's PCV = 49% was indication that the dog’s current symptoms were likely 
not related to anemia — pulmonary thromboembolism could be a possible cause of the 
dog's decline. Complainants commented that they wanted to see what the internal 
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medicine doctor suggested as a next step. Dr. Deer explained that her associate, Dr. 
Meredith, would reach out to them once they open. The case was transferred to Dr. 
Meredith at 7:00am. 


42. Dr. Meredith reviewed the case with Dr. Deer — since his last visit, the dog had been 
started on sildenafil by a cardiologist due to a diagnosis of pulmonary hypertension and due 
to the concern of IMHA the dog was taken off zonisamide. Dr. Meredith evaluated the dog 
and noted the dog was obtunded and laterally recumbent. 


43. When Dr. Schnier arrived at work at BluePearl he had a message from Complainants — he 
called Complainants and was advised the dog was being hospitalized at 15 Pet Veterinary 
Centers. They discussed the dog's condition and Complainants requested Dr. Schnier call 
the veterinarians at 1st Pet Veterinary Centers to get an update. Complainants then asked if 
the dog should be transferred to BluePearl; Dr. Schnier resoonded that it may not be in the 
dog's best interest if he was not stable — 15! Pet should be able to provide the same level of 
care and treatment that BluePearl could provide. He stated that repeat advanced imaging 
of the dog's head and thoracic cavity could potentially provide additional information 
although advanced imaging was not available at BluePearl. Re-evaluation by the 
neurologist could be helpful but the dog would need to be stabilized prior to considering an 
MRI or CT. 


44, Dr. Meredith spoke with Complainants that afternoon and expressed her concerns for the 
dog. The dog's mentation was not appropriate and had declined significantly from when 
she has seen him last. They discussed the ability of the dog to swallow at that time and 
Complainants requested the dog remain on oral keppra instead of injectable. Dr. Meredith 
was not convinced this would have any effect on the dog's mentation but they could try it. 


45. Dr. Schnier then called Dr. Meredith to discuss the case - he suggested thoracic 
radiographs and Dr. Meredith stated that she would consider that diagnostic. At that time, 
she reported the dog remained obtunded although he was able to take oral medications. 
Dr. Schnier thought the dog's current state could be related to post-ictal event associated 
with seizures, and anticonvulsant treatment. He was also concerned about a stroke-like 
event and discussed that a CT or MRI could be considered for further evaluation if possible. 
Dr. Schnier and Dr. Meredith shared their concerns with the dog’s quality of life. Dr. Schnier 
noted if there was a concern for pulmonary thromboembolism or ischemic stroke, treatment 
with enoxaparin could be added in addition to clopidogrel. Dr. Meredith stated she would 
keep them updated and discuss the details of their conversation with Complainants. 


46. Dr. Meredith also spoke with Dr. Yeamans, the neurologist, regarding the case. Dr. 
Meredith stated that Dr. Yeamans also had concerns with the dog’s mentation and quality 
of life. She felt the dog would either recover, or worsen. The dog may need a ventilator and 
may not be able to ever come off the ventilator after being put on. If the dog's mentation 
did not improve in 12 -24 hours, he would likely not recover. 
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47, According to Dr. Yeamans, Dr. Meredith reached out to her to contact Complainants as 
they did not seem to fully grasp the severity of the dog's clinical status and she had 
discussed humane euthanasia with them. Dr. Yeamans reviewed the case and contacted 
Complainants. She advised that she had been speaking with Dr. Meredith and they were 
concerned with the dog's quality of life. Dr. Yeamans also advised that the dog would not 
be stable to transfer, nor undergo anesthesia for further investigations into his mental state, 
due to his respiratory compromise. She told Complainants that she was speaking with Dr. 
Meredith to advise on further care for the dog and options for treatment to help the dog 
return to a more normal mental status. However, all efforts had not shown significant 
improvement in the dog's clinical status. 


48. Dr. Meredith called Complainants to relay her conversations with Dr. Schnier and Dr. 
Yeamans. She also advised that the dog had a seizure in the oxygen chamber, which meant 
the dog had a grave prognosis and was less likely to recover. Dr. Meredith attempted to 
contact a traveling internal medicine specialist without success. She told Complainants that 
she was worried the dog would not make the transport to another facility to be evaluated 
by internal medicine specialist; the dog was oxygen dependent and had another seizure. Dr. 
Meredith would reach out to their criticalist for a possible consult (she was unavailable until 
the next day). Complainants were to consider humane euthanasia. 


49. According to the medical records, it appeared the dog was getting oral medications. 


50. Dr. Deer took over the dog's care. She evaluated the dog - he was obtunded and 
minimally responsive, similar to when she observed him earlier that morning. Dr. Deer stated 
that around 7pm, before her evaluation, the dog began to flail and develop nystagmus, lost 
control of bowel movement and urine. There were concerns of seizure vs another vascular 
event. At this time, the dog had mild bradycardia and increased respiratory rate and effort. 


51. The dog remained obtunded through the night and only became alert for medications. 
He was uninterested in food or water therefore his medications required to be force fed. 


52. On 6/26/20, around 7am, Dr. Deer contacted Complainants with an update. She 
explained there was no change - the dog was still tachypneic, oxygen dependent, and 
minimally responsive. There was no interest in food and had to be forcefully medicated 
orally. Dr. Deer had another discussion with respect to the dog's quality of life, and humane 
euthanasia. Complainants wanted to have the dog euthanized at home therefore Dr. Deer 
stated they would continue to treat the dog until they could find an in-home euthanasia 
service. 


53. The dog's care was transferred to Dr. Meredith. Dr. Meredith stated that Complainants 
called to advise the euthanasia appointment had been scheduled between 1 - 2pm that 
day therefore she did not follow up with the criticalist. Due to the dog's status, he was 


Pagell - = 


21-48, Carmen Yeamans McGee, DVM 


unable to take his oral medications therefore none was given and the dog was discharged 
later that day. 


COMMITTEE DISCUSSION: 


The Committee did understand how an obscure reported side effect of zonisamide would 
be implicated as a cause of the dog's issues. A veterinarian would not prescribe a 
medication with the aim of creating an issue. The Committee commented that sodium 
chloride and oxygen can cause death. It would not be reasonable to list every possible side 
effect of every medication dispensed. 


Multiple qualified veterinarians were monitoring the dog and the withdrawal of the 
ohenobarbital and sedation effects of phenobarbital. The Committee did not feel it was Dr. 
Yeamans McGee's responsibility to monitor the medications when the dog was under the 
immediate care of other veterinarians. 
The size of the nozzle of the syringe (10 french} the valium was dispensed in, would not cause 
harm to the dog. The Committee understood there was perceived harm by Complainants 
due to the dog vocalizing. The Committee commented that the dog's stool would be larger 
than the nozzle of the syringe being inserted into the dog. 
COMMITTEE’S PROPOSED CONCLUSIONS of LAW: 
The Committee concluded that no violations of the Veterinary Practice Act occurred. 
COMMITTEE’S RECOMMENDED DISPOSITION: 

Motion: It was moved and seconded the Board: 


Dismiss this issue with no violation. 


Vote: The motion was approved with a vote of 4 to 0. 


The information contained in this report was obtained from the case file, which includes the 
complaint, the respondent's response, any consulting veterinarian or witness input, and any 
other sources used to gather information for the investigation. 


Tracy A. Riendeau, CVT 
Investigative Division 
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COMPLAINT INVESTIGATION FORM 


lf there is an issue with more than one veterinarian please file a 
separate Complaint Investigation Form for each veterinarian 


PLEASE PRINT OR TYPE 


FOR OFFICE USE ONLY 


Date Received: Ott. It, 2010 Case Number: 2/ - #45 


A. THIS COMPLAINT IS FILED AGAINST THE FOLLOWING: 


Name of Veterinarian/CvT, Dr. Carmen Yeamens 
Premise Name: Animal Medical & Surgical Center 


Premise Address: 17477 North 82nd Street 


Cie Conedale State; AZ lip Code: 85255 
Telephone: (480) 502-4400 


B. INFORMATION REGARDING THE INDIVIDUAL FILING COMPLAINT*: 
Name: Frederick Milens and Ashanna Biliter 


Behe-Bee Soaps = 


Address: "5 Sameera? 
City: Sabie i 


Home Telephone: m ae 


Zip Code. (i= 


Cell Telephone: 


“STATE LAW REQUIRES WE HAVE TO DISCLOSE YOUR NAME UNLESS WE CAN SHOW THAT DISCLOSURE WILL 
RESULT IN SUBSTANTIAL HARM TO YOU, SOMEONE ELSE OR THE PUBLIC PER A.R.S. § 41-1010. IF YOU HAVE 
REASON TO BELIEVE THAT SUBSTANTIAL HARM WILL RESULT IN DISCLOSURE OF YOUR NAME PLEASE PROVIDE 
COPIES OF RESTRAINING ORDERS OR OTHER DOCUMENTATION. 


PATIENT INFORMATION (1): 
Name; Co 


Breed/Species; Pomeranian 


Age: 14 Sex: M 


Color: Blonde 


PATIENT INFORMATION (2): 


Name: 


Breed/Species: 


Age: _: Sex: Color: 


VETERINARIANS WHO HAVE PROVIDED CARE TO THIS PET FOR THIS ISSUE: 
Please provide the name, address and phone number for each veterinarian. 


See attached list of veterinarians. 


WITNESS INFORMATION: 
Please provide the name, address and phone number of each witness that has 


direct knowledge regarding this case. 
See list of veterinarians. 


Attestation of Person Requesting Investigation 


By signing this form, | declare that the information contained herein is true 
and accurate to the best of my knowledge. Further, | authorize the release of 
any and all medical records or information necessary to compleie the 


investigation of this case. 


Signature: eee fn ie 2/2 


Date: _Oarbe 2020 


Witnesses/Doctors 


Dr. Jonathan Schnier 

BluePearl Veterinarian Partners — Avondale 
13034 W Rancho Santa Fe Blvd 

Avondale, AZ 85392 

(623) 385-4555 


Dr. Courtney Deer 

Dr. Nicolette Meredith 
Trinity Taylor, Rehabilitation 
1* Pet Veterinary’ Centers 
5404 E. Southern Avenue 
Mesa, AZ 85206 

(480) 924-1123 - 


Dr. Carmen Yeamans 

Dr. Sarah Sterling 

Dr. Paul Cuddon- 

Animal Medical & Surgical Center 
17477 North 82" Street 
Scottsdale, AZ 85255 

(480) 502-4400 


Dr. Jill Patt 

Little Critters Veterinary Hospital 
1525 N. Gilbert Road, #C-101 
Gilbert, AZ 85234 

(480) 696-7744 | 


COMPLAINT SUMMARY 


The Board should find that Dr. Yeamans violated A.R.S. § 32-2232(23) as well as 
violated R3-11-501(1). Dr. Yeamans violated 32-2232(23) when she neglected Cis care 
when she failed to become proactively involved in C-agai%@ care unless C@i would have a 
seizure and was heavily sedated. This resulted in her only interactions occurring in that state and 
inaccurate diagnoses and improper treatment while also neglecting to change the treatment 
method. Dr. Yeamans also neglected Cag when she prescribed anal syringes that were much 
too large for an eight-pound dog. These syringes were for humans. When I indicated concern, 
she did not give it a second thought. When we needed to use the syringes, Ce vocalized pain, 
which hardly ever happens, and did not happen with prior smaller syringes prescribed by prior 
doctors. 


Dr. Yeamans also violated R3-11-501(1) when she failed to show respect for us as 
Cg owners, or use professionally acceptable procedures by engaging in the above treatment 
practices. Dr. Yeamans also treated us incredibly disrespectfully when we were discussing 
whether C @i should be evaluated at another facility towards the end of his life, she laughed out 
loud at us at this suggestion. We had no idea at the time that this was also the suggestion from 
Dr. Schnier that was never passed along to us. 


As a preliminary note, Cgggiwas long-suffered from seizures and we have been very 
involved in his care and the different procedures used for his care so that we could give him the 
best quality of life and best chance of managing his seizures. The following is a summary of the 
concems that we have and the history of Dr. Yeaman’s involvement in C @@B care around the 


time of C @ii passing. 
FACTUAL NARRATIVE UNDERLYING THE COMPLAINT 


C @iiicurological issues (specifically seizures) began being managed by Dr. Yeamans 
at ANIC as Dr. Cuddon became unavailable. Initially we atternpted to only see Dr. Cuddon but 
we found it progressively more difficult to do so. We were aware that his schedule was split 
between Arizona and Costa Rica but worked around his schedule when he was unavailable. 
Unfortunately, we were eventually told that he was only seeing patients on call on weekends, 
then informed that he had actually moved back to Australia and was no longer seeing patients at 
that facility. Dr. Yeamans, to put it mildly, was an inadequate replacement. 


Dr. Yeamans was also unavailable to directly discuss C@@MB case, unlike Dr. Cuddon 
who would routinely return our calls and discuss concerns. Dr, Sterling was an intermediary for 
nearly all commuhications with Dr. Yeamans, and while I’m personally familiar with the 
practice in teaching hospitals of entrusting many of these responsibilities to residents, this 
seemed excessive by any standard (and was also quite different from the engaged approach taken 
by Cuddon when he was available), 


In addition to difficulties contacting her and obtaining responses in the months leading to 
C @@@ ; death, in the direct aftermath of CMP hospitalization at 1st Pet we were unable to even 
contact Dr. Yeamans as recommended by the attending veterinarians at Ist Pet. Out of concern 


that Cgliiii zonisamide dose was contributing to IMHA, they halved his dose (skipping every 
other pill) and indicated that we should speak with Dr. Yeamans as soon as possible for next 
steps. I emailed promptly on June 21st to obtain further instructions and never received a reply 
from Yeamans or Sterling. I also called on June 23rd and left a message, also never receiving a 
reply. Dr. Schnier was finally able to reach her on June 24th at which time she told him that 
zonisamide could potentially be triggering C@@—MMMMHA and that the remaining dose should be 
discontinued as well. 


The only direct conversation we can recall having with Dr. Yeamans outside of the 
context of recent hospitalization was when she called us to recommend euthanasia for Cem and 
indicated that we should definitely not seek to transfer Cody to ANIC for a final neurological 
evaluation of any kind. During our call with her on June 25th she indicated her great concern for 
Cpe quality of:life (which did not seem to factor into her recommendations over the past 
several months) and stated that if he did not recover in the next 24 hours that he should be 
euthanized. When I asked if we could bring him to ANIC for an MRI to confirm brain damage or 
stroke prior to making that decision, or if we should transfer him to ANIC for a final evaluation 
since the main reason for euthanasia would be his neurological status, she laughed at me on the 
phone (my wife was also present on speakerphone) for many seconds and plead with us that 
under no circumstances should we attempt to bring Ciilif@there (Note that Dr. Schnier had 
independently made a similar suggestion to Dr. Meredith regarding a scan prior to committing to 
euthanasia, something that was never relayed to me until I read Dr. Schnier’s notes after Calm 
was dead.) 


Dr. Yeamans also seemed uninterested in evaluating C @® outside of the immediate 
aftermath of hospitalization or seizures, leading to an inaccurate understanding of C: @iliii@ overall 
status. This was often displayed in the instructions generally relayed from Sterling on her behalf 
when we discussed C: iat mobility issues. While C @iffdid have preexisting mobility issues 
after his [VDD episode, he was still able to walk and making progress until the large amounts of 
antiepileptic drugs he was prescribed in late 2019 and early 2020 began to take their toll; Dr. 
Cuddon was aware of these concerns and was working with us to tailor C iiiregimen once 
better seizure control had been obtained, but Dr. Yeamans showed no awareness of these 
concerns, instead attributing any and all issues with C ilo other causes. 


During one phone discussion with Dr. Sterling regarding C iiiprogressive inability to 
go on his evening walks, Dr. Sterling suggested that C gwas perhaps just tired because it was 
the evening. In another email thread in the weeks leading up to C: Sillifdeath, we were very 
concerned regarding C lial leg weakness and sedation and sent videos; Dr. Sterling replied that 
Dr. Yeamans had.reviewed the videos with her and that because in one of the videos Cg was 
awake but unable to stand that a brain or spine injury was the likely cause and that his steroid 
dose should be increased. This also followed a pattern where we were attempting to reduce 
C: im steroid dose with ANIC’s help at the recommendation of our family vet in particular, but 
we were never able to discontinue it as whenever C @jiphad any sort of issue their first response 
was typically to increase his steroid dose. 


In perhaps the best example of Yeamans’ lack of interest in Cegiltiigycase, following a 
short hospitalization on March 29-30 during which Ceggedid not require additional medication to 
break further seizures, Dr. Yeamans spoke with us by phone and seemed legitimately shocked 
that Cai was able to walk as well as he was doing; she stated that it was the best they’d ever 
seen, and I again mentioned that most of C:@ilii mobility issues seemed to wax and wane with 
drug administration rather than being the result of IVDD, stroke, or other injury and stated my 
desire to obtain a better quality of life for C@iby balancing his medications with their side- 
effects. This did not appear to be a concern to her. 


When Cag was admitted to ANIC for seizures on March 29 because we were out of 
diazepam, Dr. Hennigan indicated (as other veterinarians, both emergency and not, already had) 
that he could dispense a quantity of diazepam and send us home if we wished. We elected to 
leave C@@mfor observation until the morning, at which time Dr. Yeamans cleared Cj for 
discharge; however, we were informed at discharge that they could not dispense diazepam 
directly, and that instead we would be provided with a prescription for a rectal diazepam gel 
syringe that could be filled at our local pharmacy. We dropped the prescription off at our local 
Walgreens and Gagumpbegan having a seizure as soon as we returned home. We had no diazepam 
on hand as the prescription had not been filled and we rushed Cyto Dr. Patt’s office for 
diazepam administration in order to follow Dr. Cuddon’s guidelines for attempting to prevent the 
start of a cluster seizure episode. 


When the prescription was filled we discovered that the devices were, even at the tip, 
nearly the size of C: @ijgganus and would be difficult to insert into an eight-pound dog during a 
seizure (instead of the smaller syringes provided by all of his other veterinarians). I also 
discovered that the syringes came in packs of two but the anti-cluster protocol provided by 
Cuddon suggested applying up to three doses of diazepam. I called and was unable to obtain a 
satisfactory resolution with Dr. Sterling, who at length arranged for me to speak with Dr. 
Yeamans. She informed me that following Dr. Cuddon’s directions would be likely to lead to 
C@@@building a tolerance to diazepam (something that Cuddon had already discussed and said 
would be unlikely at small doses administered rectally to break periodic cluster seizures) and that 
by increasing C @iiimedications we could prevent cluster seizures. She indicated that the 
reason she placed C@@™pon tmepitoin (which was factually inaccurate, as I initially broached the 
subject with Cuddon myself when Yeamans was not involved in his care) and recommended 
increasing the dose of imepitoin. When I asked if we could taper any of his other medications as 
a result, notably the zonisamide as it seemed to have little effect since introduced, she indicated 
that we could not. 


She also indicated that if I wanted to have more rectal diazepam gel syringes on hand that 
I could simply walk into the pharmacy and have the prescription filled again as there were 
multiple refills; I mentioned that I had concerns since this was a controlled substance, and that 
since they were unwilling to dispense a controlled substance directly to me at her facility 
whether a pharmacy would be suspicious of me filling a prescription for a controlled substance 
two or three days ina row. Lastly, I also mentioned my concern about the size of the syringe 
relative to C. lB anatomy (these were intended for human, not veterinary, use) but this did not 


appear to be a concern to her. (When we finally had to use one of them, Clifipvocalized in pain, 
something he rarely did even for serious injuries and never for a rectal syringe before.) 


(I also had concerns which I did not mention regarding the financial cost, as the 
prescription was several hundred dollars for each batch of two syringes. In comparison, the small 
syringes or vials dispensed by vets were an order of magnitude less than that. While we could 
easily afford this, certainly in comparison to all of Cqgusatigp other expenses, I suspect this cost 
alone would be enough to make many families consider euthanasia on financial grounds.) 


Dr: Yeamans also failed to take action to adjust Cc jjggigp medications after the 
phenobarbital was discontinued and C.gmpliver functions had returned to normal, ignoring 
medical facts that indicate many of C¢gigpipmedications, including zonisamide, diazepam, and to 
a lesser extent levetiracetam may need to be adjusted to prevent an effective increase. 
Phenobarbital essentially causes the liver to metabolize these drugs more quickly and when 
phenobarbital is discontinued these drugs can build up. I believe this is the reason we saw an 
unexplained, progressive sedation in the weeks leading up to C @ggiiedeath as his liver function 
finally normalized. I believe that I spoke with either Dr. Yeamans or Dr. Sterling on the phone at 
one point and discussed whether this would be a concern, and they informed me that no dose 
changes would be necessary. 


We finally coordinated with Dr. Patt starting in early June to slowly reduce C qm 
zonisamide dose as a starting point to rationalize his drug regimen. We saw significant 
improvement in C: ili mentation and mobility during our taper even over a short period, but we 
were unable to continue the taper with the onset of Cody’s acute illness and death. We also made 
an appointment with Dr. Evans at Midwestern University to seek another local neurologist as we 
had lost all confidence in Yeamans and ANIC at this point, but unfortunately the appointment 
was for the week that C@™® died. 


There is the possibility, by Dr. Yeamans’ own statement as recorded by Dr. Schnier, that 
the zonisamide itself could have triggered the medical issue that led to C @ipdeath. 
Furthermore, during Cijmlife, Dr. Yeamans’ standard of care was almost singlehandedly 
responsible for a massive decline in Cé@llijy quality of life that we struggled greatly to overcome 
despite the best efforts of several other veterinary professionals; in my opinion, the only time 
where Yeamans seemed specifically concerned regarding C (mp: quality of life was when she 
recommended that he die. She (and her associates) also seemed fundamentally uninterested in 
C(@iiiycare or well-being; whether or not C@iipdeath can be directly traced to an immune 
response triggered by zonisamide, the overall negative impact of ANIC on Ciiphealth is 
difficult to overstate and complicated an already difficult case, perhaps fatally in his final days. 
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In re: Carmen Yeamans\(21-48) A. ] 
November 13, yi 7, 


Response to Cj Milen’s Owner Claim: 


The owners’ complaint focuses on the following areas with regard to my involvementinC: ’s case: 
1) Euthanasia: 


The owners’ primary complaint against me is that | allegedly refused to approve a transfer of their pet to 
our hospital for re-evaluation, laughed at the suggestion that C @be transferred and encouraged 
euthanasia as the only option. This is simply not true. 


Ci@i had been under my practice’s care for progressive seizure disorder and suspected 
meningoencephalitis of unknown origin since Nov 2019. 


At the time period referenced in the complaint, Cj was 14 years old and was under the Care of 1st Pet 
for IMHA with a transfusion reaction, severe bronchiolar collapse, suspected pneumonia and non- 
responsive mental status following a severe seizure. Dr. Meredith (Treating clinician) had reached out to 
me to contact the owners as they did not seem to fully grasp the severity of the dog’s clinical status. | 
had also been advised that Dr. Meredith had already discussed humane euthanasia with the owners. 


After reviewing Cis case, | spoke to the owners and expressed my concern for his quality of life. | 
also indicated that at this time C@gggjwas not stable to transfer, nor was he stable enough to undergo 
anesthesia for further investigations for his altered mental state, due to his respiratory compromise. 


| also shared with the owners that | had been speaking with Dr. Meredith and the Team at 1st Pet to 
advise on further'care and options for treatment to try to aid C€lfn returning to a more normal mental 
status. However, all of our efforts had not shown significant improvement in the pet's clinical status. In 
light of the foregoing, it was completely appropriate for us to have discussed CMM quality of life and 
humane euthanasia with these owners. 


2) Medications causing decline in pets’ mobility 


With regard to the owners’ concerns regarding medications, all anti-convulsants by definition are geared 
toward decreasing the excitability of the neurons. Thus, the one concern for all of these medications is 
sedation and ataxia. We had been working with Mr. Milens to try and tailor a drug protocol that would 
allow seizure control without compromising his quality of life. Dr. Cuddon had started Cj on Pexion in 
an effort to reduce the sedative effects of phenobarbital. 


Zonisamide was utilized to try and gain better control on CQ seizures. Zonisamide does have an 
association with autoimmune diseases such as IMHA and could have been a contributing factor. This is a 
rare complication that is uncommon in our patients. tn any event, all of the medications that were 
recommended for C@@ii@ care were appropriate and in compliance with the standard of care. 


3) Rectal Diazepam: 


| do not dispense injectable diazepam for rectal administration. | am very uncomfortable dispensing 
controlled substances with syringes and needles. This product is not stable for long in plastic syringes 
pre-drawn for administration. 


| offered them rectal syringes that are commercially available for people that are in doses that are 
reasonable for Ci (1-2mg/kg). The owners did not make Dr. Sterling or myself aware of their 
concerns during administration. As for the size of these syringes, the tips are also much smaller than 
that of the pet’s normal feces. 


4) Steroid administration 


We had on multiple occasions attempted to reduce Caml steroid dose. However, every time his 
steroids were weaned his seizure frequency seemed to increase. 


Ci@™mis previous diagnosis with cerebral infarct causing secondary seizures, along with this incomplete 
recovery from intervertebral disc disease complicated our clinical picture. 


Sincerely, 


Carmen Yeamans, DVM 


